gested that, although EAC is generally classifiedas either superficial or deep, the term should be reserved for the superficial type only, as these types appear to be separate clinicopathologic entities, and the deep type should hence be classified as another disease entity. Meanwhile, Ziemer et al. 5 concluded that EAC is a clinical reaction pattern rather than a specific clinicopathologic entity. As mentioned above, histopathologically, based on the extent of perivascular lymphocytic infiltration, EAC can be divided into superficial and deep types. However, according to this histopathologic classification, the clinical characteristics are currently not fully understood. Thus, the purpose of this study was to analyze the clinical features, associated diseases, recurrence rates, and treatment outcomes of EAC according to the histopathologic subtypes. We retrospectively analyzed the medical records and bi- . Associated diseases were confined to cases that occurred before the development of EAC and that showed a correlation with the clinical course of EAC. We divided the treatment outcomes into three groups: (1) excellent (＞50% improvement in the skin lesion within 3 months after treatment), (2) moderate (took more than 3 months to achieve ＞50% improvement after treatment), and (3) poor (＜50% improvement at 3 months after treatment) 6 .
Recurrence was defined as skin lesions showing aggravation after an excellent response. We reviewed the histopathologic slides of the patients, and classified the cases that presented with various epidermal changes (hyperkeratosis, parakeratosis, spongiosis, or basal vacuolar degeneration) and perivascular lymphocyte infiltration in the upper dermis into superficial EAC. In contrast, cases that showed no or minimal epidermal changes, mild edema in the papillary dermis, and perivascular inflammatory cells (lymphocyte predominant) in the upper and deep dermis were classified as the deep type. Data analysis was conducted using IBM SPSS Statistics ver. 22.0 (IBM, Armonk, NY, USA). For categorical data, χ 2 or Fisher's (Table 1) . Twenty-seven (superficial type, n=22; deep type, n=5) of the 39 patients had available follow-up data from our clinic after the skin biopsy, and their clinical outcomes were as follows: 5 patients (18.5%) showed persistent skin le- were associated with another disease, whereas 2 out of the seven deep cases (28.6%) had associated diseases. These results indicated that there were no remarkable differences in the incidence rates of associated diseases between the superficial and deep types of EAC (p=1) ( Table 1) . However, a distinct difference between the superficial and deep types was observed for the average duration of continuous skin lesions (4.1 vs. 8.1 months). The recurrence rate was 31.8% for the superficial type, whereas no deep EACs showed recurrence. In terms of treatment outcomes, 27.3% and 20.0% of patients with the superficial and deep types respectively revealed a poor response to treatment; there was little difference between these two types (p=0.965) ( Table 2 ). There were some limitations to this study, including the fact that it was a retrospective study and that the number of deep-type cases was small. Accordingly, further large-scale prospective studiesare required to ascertain these results.
In conclusion, our findings revealed differences in the clinical outcomes according to the histopathologic subtype of EAC, with the superficial type being associated with a higher recurrence rate and a shorter duration of skin lesions compared with the deep type.
